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Conclusions	 Implementation	 was	 limited	 because	 staff	 had	 not	 been	 involved	 in	 the	 design	 and	
planning	 of	 DrinkThink.	 Staffs’	 perceptions	 of	 alcohol	 problems	 in	 young	 people	 and	 the	 diverse	
cultures	in	which	they	work	were	subsequently	not	accounted	for	in	the	design.	Co-producing	youth	






































































































to	 feel	 more	 confident;	 school	 nurses	 reported	 the	 training	 helped	 equip	 them	 to	 initiate	




















Most	 participants	 selected	 the	 flash	 cards	 and	 body	 diagram	 to	 help	 initiate	 conversations	 about	





































	“I	 mean	 things	 like	 the	 drunk	 glasses,	 kids	 wearing	 drunken	 glasses	 is	 more	 interesting	 and	





























was	more	 of	 a	 problem,	 there	was	 also	 a	 lack	 of	 clarity	 about	what	 constituted	 ‘normal’	 and	
‘problem’	alcohol	use	 in	 the	general	population,	whereby	drinking	alcohol	was	perceived	as	 a	





didn’t	do.	So	 that’s	where	you	need	 to	be	picking	up,	 then”.	 (Sexual	health	clinic	nurse,	
focus	group)	
“I	 think	 equally	 it	 is	 the	 norm[…],	 because	 that	 is	 the	 norm:	 drinking	 and	 having	 sex	 is	
unfortunately	the	norm	these	days”.	(Sexual	health	nurse,	focus	group)		
Alcohol	was	often	evaluated	in	relation	to	other	problems	young	people	had.	For	example,	a	youth	
team	leader	reported	that	in	her	service,	alcohol	problems	ranked	behind	mental	health	problems,	
domestic	violence,	and	drug	use.		Sexual	health	nurses	saw	their	role	as	to	address	the	sexual	health	
needs	of	young	people;	drugs	and	alcohol	were	less	of	a	priority:		
“I	think	we	have	to	remember	what	we’re	here	for,	and	that’s	to	provide	a	service	of	
sexual	health	screening	and	dealing	with	people’s	problems.		Yes	OK,	alcohol	could	be	a	
contributory	factor	to	it,	so	that’s	important.		But	they	actually	want	what	they’ve	come	
here	for.	And	not	to	harangue	them	about	the	fact	that	they	partied	all	night	last	week	
or	whatever”.	(Sexual	health	clinic	nurse,	focus	group)		
In	contrast,	youth	and	social	care	teams	reported	routinely	addressing	alcohol	use	among	young	
people,	but	according	to	their	specific	therapeutic	aims	and	again,	approach:	
“(There’s)	nothing	wrong	as	such	with	the	[DrinkThink]	model.	Our	mentors	tended	
to	work	in	a	person-centred,	informal	way	with	their	mentees	and	be	led	by	the	
mentees	conversation.	E.g.	they’d	talk	about	drinking	if	that	arose	in	a	mentoring	
conversation,	and	be	led	by	their	mentees	wish	to	talk	or	not	around	it”.	(Youth	team	
leader,	interview)		
	
DISCUSSION		
Main	findings	of	the	study	
DrinkThink,	an	ASBI	designed	to	be	used	with	young	people,	was	not	delivered	as	planned	by	health,	
youth,	or	social	care	staff.	There	was	a	general	perception	that	alcohol	was	less	of	a	problem	among	
young	people	than	either	drug	use	or	risky	sexual	practices.	Work	demands	and	the	unsuitability	of	
ASBI	to	the	work	culture	of	youth	and	social	care	services	were	also	cited	as	barriers.	Linked	with	
this,	some	staff	reported	they	already	routinely	address	alcohol,	using	their	own	informal	
approaches.	Most	staff	prioritised	health	issues	according	to	the	demands	of	their	service	and	the	
types	of	problems	presented	by	young	people.	Failure	of	the	DrinkThink	intervention	can	be	
attributed	to	a	lack	of	appreciation	of	this	diversity	and	the	complex	health	issues	presented.	This	
was	in	part,	due	to	lack	of	involvement	of	staff	at	the	planning	stage	of	DrinkThink.	Issues	concerning	
the	different	working	cultures,	time	constraints	impacting	implementation,	and	staff’s	attitudes	to	
alcohol	could	have	been	addressed	earlier	and	additionally,	influenced	the	design	of	the	training.	
	
What	is	already	known	on	this	topic	
ASBI	has	been	recommended	for	adults	[27,	36,	51-53]	and	is	currently	under	development	for	use	
with	young	people	[28].	Secondary	alcohol	prevention	work	with	young	people	under	the	age	of	18	
years	is	a	less	common	approach	than	among	adults	[54].	Community-based	agencies	are	more	likely	
to	see	young	people	with	health-related	problems	[8,	55,	56]	and	are	therefore	crucial	to	the	
delivery	process	[23].		
However,	the	literature	highlights	several	challenges	in	relation	to	secondary	prevention	in	alcohol	
use.	Healthcare	professionals	who	perceive	alcohol	as	a	social	‘norm’,	has	meant	that	in	some	
instances	alcohol	is	not	being	addressed	with	patients	[57-60].	For	example,	some	professionals	are	
fearful	of	damaging	their	relationship	with	patients	[32,	43,	61-64].	Attitudes	about	role	legitimacy,	
adequacy,	and	motivation	towards	addressing	alcohol	use,	shows	that	staff	can	feel	inadequate	in	
providing	what	is	sometimes	viewed	as	a	‘specialist’	service	[65].	These	difficulties	have	been	
addressed	in	part,	through	the	Short	Alcohol	and	Alcohol	Problems	Perception	Questionnaire	
(SAAPPQ)	[66].	Additionally,	the	literature	shows	that	structural	constraints	can	limit	effective	
implementation,	especially	high	workloads	against	high	expectations	of	the	service	and	
commissioners	[67-69].		
	
What	this	study	adds	
Public	health	interventions	increasingly	utilise	co-production	approaches	in	health	programmes,	but	
often	with	mixed	results	[70-73].	Findings	from	this	study	highlight	the	diversity	of	working	
environments	and	show	that	the	absence	of	professionals	at	the	planning	and	design	stage	of	an	
intervention	can	have	severe	repercussions	on	outcomes.	This	study	also	emphasises	the	challenging	
nature	of	young	people’s	experimental	risk	taking,	such	as;	binge	drinking,	drug	use,	and	risky	sexual	
behaviour	and	consequently,	the	need	for	ASBIs	to	be	adaptable	to	different	contexts.		
	
Limitations	of	this	study	
Focus	groups	and	interviews	with	young	people	were	initially	intended	to	be	part	of	the	DrinkThink	
evaluation.	However,	insufficient	young	people	were	exposed	to	the	intervention	so	our	evaluation	
was	limited	to	the	health,	youth,	and	social	care	professionals	who	had	received	training.	SIPS	JR-
High	is	currently	under	evaluation	[28]	and	will	undoubtedly	contribute	to	an	increased	
understanding	about	the	effectiveness,	or	otherwise,	of	ASBIs	used	with	younger	age	groups.	
	
CONCLUSIONS	
ASBIs	used	with	young	people	in	community	healthcare	settings	require	a	degree	of	flexibility	and	
adaptability	in	both	design	and	application.		Involvement	in	the	design	of	interventions	from	the	
outset	would	also	enable	opportunities	to	address	attitudes	of	professionals	towards	alcohol.	Co-
production	remains	a	challenging	area	that	still	lacks	clarity	in	terms	of	practice;	for	example,	who	
should	be	involved	and	at	what	stage	[47-50].	By	grounding	an	intervention	in	practice-based	
understanding	of	the	multi-faceted	needs	of	young	people,	ASBIs	can	potentially	assist	staff	to	
address	their	complex	health	needs.		
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